
To the Kansas Division of Workers Compensation, you are hereby notified that:

Employer name: _____________________________________________________________________________

Corporate name if applicable:  __________________________________________________________________

Address:  ___________________________________________________________________________________

__________________________________________________________________________________________

Email:  ____________________________________________________________________________________

Phone: (______)_________________  Type of business: ____________________________________________

hereby elects to come within the provisions of the Kansas Workers Compensation Act pursuant to 
K.S.A. 44-505(b).

To be processed, ALL entries on this form must be completed. If not completed using 
the fillable form feature, entries must be neatly printed in black ink or typewritten. This 
form must be signed.

This Election is effective upon receipt by the Kansas Division of Workers Compensation. 
This form may be emailed to wcelections@dol.ks.gov.
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